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TreatmentA B S T R A C T
Bifocal musculoskeletal tuberculosis is a rare presentation of the disease. The following
report documents the case of a 28-year-old Moroccan man presenting simultaneously with
a swelling of the palm of the hand and the sternoclavicular joint. The HIV serology and
hepatitis (B, C) serology were negative, as well as the tuberculin skin test. The radiographs
of both locations were normal. The histopathology confirmed the diagnosis. The antibacil-
lary chemotherapy produces excellent results. It is therefore indispensable to bear in mind
the possibility of such atypical presentations of tuberculosis when making a rapid and per-
tinent diagnosis and prescribing the appropriate treatment.
 2014 Asian-African Society for Mycobacteriology. Published by Elsevier Ltd. All rights
reserved.Introduction
There has been recent interest in tuberculosis of the upper
limb because of its rising incidence owing to an aging
population and increasing numbers of immunocompromised
patients, such as those with human immunodeficiency
virus (HIV) [1,2]. Tuberculosis is endemic in certain areas
such as Asia, the Middle East, and Africa [3]. As a result
of this clinical case study of an unusual presentation of
musculoskeletal tuberculosis with a second location in the
hand and the sterno-clavicular joint, the current clinical,
radiological, biological and therapeutic data are presented
as follows.Case report
A case report of a 28-year-old Moroccan man presented with
both a swelling of the palm of the hand and the sterno-clavic-
ular joint. There was no history of cough, haemoptysis,
expectoration, or injury. The swellings had progressively
aggravated and the pain became unrelieved by analgesics.
The patient complained of weight loss of at least 10% in just
1 month and had no known recent exposure to tuberculosis.
The patient was afebrile. The physical examination revealed
a painful swelling over the palm of the right hand (Fig. 1)
and on the right sterno-clavicular joint (Fig. 2), localized with
irritation and inflammatory signs. Laboratory tests revealed
inflammation with C-reactive protein (CRP) of 36 mg/L, and000 Rabat,
Fig. 3 – Right hand X-rays without suspect image in bones.
Fig. 4 – Chest radiograph showing infiltrate opacification of
airspaces within the right lung parenchyma.
Fig. 2 – Second tuberculosis location in the right sterno-
clavicular joint.
Fig. 1 – Swelling over the palm of the right hand.
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hepatitis B, C serology were negative as well as the tuberculin
skin test (TST). Urine and blood cultures for tuberculosis were
negative. The radiographs of both sites were normal (Fig. 3),
but the chest radiograph revealed infiltrate opacification of
airspaces within the right lung parenchyma (Fig. 4). The
surgical drainage and evacuation of both locations was
objectified as an abscess with caseous necrotic material.
Direct examination and culture on Lowenstein–Jensen
medium was negative. The histopathology confirmed the
presence of giant-cells with caseous necrosis and epithelioid
granulomas. The diagnosis of multifocal tuberculosis was
proved, and chemotherapy was initiated, including Isoniazid
300 mg (H), Rifampicin 450 mg (R), Ethambutol 800 mg (E)
and Pyrazinamide 500 mg (P) daily initially for two months
(RHEP), followed by a seven-month course of two drugs (HR).
After the cessation of therapy, the patient did heal without
any evidence of recurrence.
Discussion
There has been recent interest in tuberculosis of the upper
limb because of its rising incidence owing to an aging popula-
tion and the increasing numbers of immunocompromised
patients, such as those with human immunodeficiency virus
(HIV) [1,2]. Tuberculosis is endemic in certain areas, such as
Asia, the Middle East, and Africa [3]. According to the type
of tissue involved, hand tuberculosis can usually be classified
as cutaneous tuberculosis, tuberculous tenosynovitis, bursi-
tis, osteomyelitis, arthritis, or tuberculous hypersensitivity
reactions [2].Musculoskeletal tuberculosis is difficult to diagnose [4].
Common symptoms of tuberculosis include low-grade fever,
anorexia, weight loss, and night sweats. Specific symptoms
and signs in the upper limb vary and include pain, stiffness,
swelling, joint effusion, digital enlargement, and carpal tun-
nel syndrome [5]. The classic presentation with localized pain
together with fever and weight loss is rarely seen. The non-
specific nature of radiographics can often delay the diagnosis.
Radiological features of musculoskeletal tuberculosis are
non-specific, but may include bone marrow edema, osteopo-
rosis, or lytic lesions [6]. To reach a definitive diagnosis, a
biopsy should be taken for microscopy, culture and histology,
especially when lesions are accessible, as was the case with
this patient [4]. Tuberculous bacilli are rarely seen (with Ziehl
Neelsen staining) or grown in culture, and the diagnosis often
has to be made based on the granulomatous appearance
histologically, along with high clinical and radiographic
suspicion [7]. Current recommendations for the treatment
of osseous tuberculosis include a 2-month initial phase of
I n t e r n a t i o n a l J o u r n a l o f M y c o b a c t e r i o l o g y 3 ( 2 0 1 4 ) 2 1 7 –2 1 9 219isoniazid, rifampicin, pyrazinamide, and ethambutol fol-
lowed by a 6- to 12-month regimen of isoniazid and rifampi-
cin [8]. The diagnosis of bifocal musculoskeletal tuberculosis
is often difficult because of its atypical clinical presentation
and the non-specific nature of the radiographs. It is therefore
indispensable to bear in mind the possibility of such atypical
presentations of tuberculosis when making a rapid and perti-
nent diagnosis and prescribing appropriate treatment.Conflict of interest statement
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